###### Summary box

-   The current approach to assessing risks and defining interventions in the COVID-19 pandemic takes a narrow medical/epidemiological view.

-   A false dichotomy between saving lives and saving livelihoods has dominated the decision-making on responses to the pandemic.

-   A comprehensive public health approach is needed that would address social determinants and medical requirements simultaneously, with equity as an overarching principle.

-   A framework, including the major elements of COVID-19-related factors, health systems preparedness, non-COVID-19 medical conditions, social determinants and social protection, is proposed, with an illustration of its practical application.

-   By taking the lived reality of the poor and marginalised into account, this framework provides communities with more agency than one-size-fits-all approaches to COVID-19 control.

Introduction {#s1}
============

As the world grapples with the public health emergency brought on by the COVID-19 pandemic, various control strategies have been attempted across the globe resulting in a growing body of evidence.[@R1] Thus, we see a wide range of 'lockdowns', from the extremely tight Wuhan style,[@R2] to the more measured Rwandan[@R3] and more open Swedish model,[@R4] and a range of testing protocols[@R5] and quarantine durations.[@R7] These variations stem from differing interpretations of epidemiology and contextual factors, including the strength of a country's health system, its political orientation and its ability to support citizens, medically and socially, during periods of lockdown.[@R9] India stands apart in terms of the stringent application of a national 'lockdown' as its primary and first-line approach to 'flatten the curve' and buy time for health systems preparedness. By 'lockdown', we mean a complete shutting down of all economic activity except those deemed most essential, along with stringent travel bans and stay-at-home orders, with punitive action for any violation.

Predictably, one of the immediate outcomes in India of the lockdown announced with around 4 hours' notice was an extreme anxiety among migrants and daily wage earners.[@R10] With time, their distress has exacerbated, savings depleted and avenues for loans exhausted.[@R13] This crisis has been heartrendingly symbolised by images of migrants setting off home to cover thousands of kilometres on foot, several dying along the way.[@R14] Government's responses for relief have been only as good as the system's ability to reach the most vulnerable. Thus, the poor and destitute across the country are at the brink of hunger and starvation,[@R16] while the economy plummets, leading to continuing discussions about the 'trade-off' between economics and public health, between saving lives *or* saving livelihoods. Such a trade-off is clearly belied by the fact that of a total number of 515 recorded deaths associated with the COVID-19 pandemic in India by 12th April, 334 were deaths directly from COVID-19 while 181 were distress deaths.[@R15] Thus, from an equity lens, the dichotomy between livelihoods and lives seems false, with both COVID-19 and the loss of livelihoods leading to dire consequences on morbidity and mortality.

There is also a significant lack of accommodation of the issues of non-COVID-19-related medical emergencies in the implementation of the lockdown.[@R18] There have been many anecdotal reports about deaths due to denial of or delays in healthcare, including maternal mortalities.[@R19] Inability to access emergency care for deliveries, chemotherapy and dialysis, and lack of availability of blood for life-threatening medical and surgical emergencies have also been widely reported.[@R22] National Health Mission data suggest an alarming 53% and 30% decrease, respectively, in the numbers of eclampsia and acute cardiac emergencies handled in March compared with the previous month.[@R23] These are not *indirect*, but *direct* consequences of the COVID-19 control measures. However, while daily updates make COVID-19-related data public, data on other health issues are not being collated or used to moderate response.

The authors contend that this dichotomy between the crisis caused by the disease and that caused by the responses to it demonstrates the hegemony of the 'medical' over the 'social', and is symptomatic of the blind-spotting in policy to health and social inequity. Thus, we argue for a public health framework that necessarily treats the social determinants of health (SDH) and health equity in the *same* frame as the epidemiological/medical, for the evaluation of risks and interventions in a COVID-19-like pandemic, rather than treating predictable socioeconomic consequences with dire short-term morbidity and mortality outcomes as 'collateral damage'.

A proposed framework {#s2}
====================

We present a framework ([figure 1](#F1){ref-type="fig"}) deriving from the above principles that could be used to define the scope and scale of the crisis, as well as plan a response to it. Further on, we suggest a few indicators to measure each of these while operationalising this framework in specific situations.

![A public health framework for COVID-19.](bmjgh-2020-002909f01){#F1}

Epidemic-related factors {#s2-1}
------------------------

Currently, responses to the epidemic in India are based only on measures of *the burden of COVID-19 in a specific area and the growth of the epidemic*.[@R24] A public health approach would also consider other aspects of the situation like *vulnerability to mortality due to COVID, risk of disease outbreaks, and local contextual factors*. Indicators to measure each of these aspects need to be collected at local levels and monitored in real time.

Health systems preparedness to handle the COVID epidemic {#s2-2}
--------------------------------------------------------

In addition to the COVID disease-related considerations listed above, health systems capacity to address the COVID epidemic needs to be factored in at two levels:

a.  Preparedness for basic public health functions: COVID-19-related screening, contact tracing and quarantining, and strengthening disease surveillance systems.

b.  Providing medical care: for mild and severe disease, and deployment of the private sector for the same.

While health systems preparedness is an important consideration in the planning of any response, we caution that this should include a realistic assessment of the short-term capacity to achieve such preparedness. Indicators such as ability to further increase human resources and add intensive care unit beds, and whether COVID-related training for all health staff has been completed, could be used. If the health system in a particular area has already achieved its maximum capacity of preparedness, and there is little potential to further optimise it in the short term, continuing lockdowns indefinitely offers no tangible health systems advantage; rather, the socioeconomic costs would far outweigh any benefits. In this situation, a more realistic slew of interventions that focus on protection of the vulnerable from infection and minimising deaths should be the way forward.

Protecting the right to essential health services for non-COVID-19 medical conditions {#s2-3}
-------------------------------------------------------------------------------------

WHO emphasises that essential health services should continue as a means of maintaining public trust even as health systems grapple with COVID.[@R1] Thus, the *health system's ability to continue providing essential health services is a key consideration*, including services for pregnancy and other reproductive healthcare, emergency surgeries, communicable diseases like tuberculosis, and time-dependent medical treatment like cancer chemotherapy and dialysis. Key national programmes, as for immunisation, reproductive health and tuberculosis control, need to continue. Indicators that are used in normal times to assess these programmes should be collected without interruption and monitored as usual. Projections of the need for institutional delivery, routine immunisation, chemotherapy, dialysis, blood donation and availability of essential drugs need to be factored into any district-level plan as part of a pandemic response. Additional data also need to be collected with respect to *delays or denials of healthcare*.

The continuation of essential health services is also dependent on several *support mechanisms* including availability of transport for patients and healthcare workers, and maintenance of production and supply chains of medical equipment and drugs. Indicators to assess such administrative support for these allied processes need to be built into the assessment plan.

Social determinants of health {#s2-4}
-----------------------------

We suggest that the consideration of SDH in the present crisis be done at two levels.

### Social determinants and vulnerability to COVID {#s2-4-1}

The socioeconomic determinants of communities such as housing, livelihood, food security and access to information determine the *ability to follow and adhere to public health advice regarding control measures*. In their absence, measures such as stay-at-home orders in the lockdown can prove counterproductive. Social determinants like nutrition are also contributors to comorbidities like hypertension and diabetes that *add to the vulnerability* of those infected. Thus, the urban poor, for example, face a triple burden of hunger and starvation, being vulnerable to severe disease because of high prevalence of comorbidities,[@R25] while simultaneously being unable to practise any of the suggested control measures because of lack of housing and water. These need to be key considerations in the planning of a public health response to the current crisis.

### Protection of socioeconomic rights {#s2-4-2}

The current stringent lockdown has compromised the already fragile status of the vulnerable by denying them livelihoods and food security. Thus, it is important to include social protection measures in the framework to ensure that the SDH are accessible to everyone, both to prevent the infection and to mitigate the effects of COVID control measures themselves.

Equity {#s2-5}
------

We propose equity as *an overarching principle* for each of the above considerations. The current response of a universal lockdown bears starkly differential effects based on class, religion, caste and gender and their intersectionalities.[@R12] We emphasise that any measure to address the current crisis must consider its differential effects on vulnerable groups such as the homeless, urban slum dwellers, persons in prisons and other institutions, survivors of domestic violence and proactively take steps to address any equity gaps. This would entail mapping of different vulnerable groups in each geographical area, collection of disaggregated data and specific components for vulnerable persons/households/communities in each and every action plan.

In [table 1](#T1){ref-type="table"}, we illustrate application of the framework to define the scope of the problem and suggest indicators to measure progress, using the example of an urban slum with a COVID outbreak in a city reporting a high number of cases and deaths.

###### 

Application of the framework in a situation of an urban slum with a COVID outbreak in a city reporting high number of COVID-19 cases

  Domains to be considered                                                                     Defining the problem                                                                                                                                                                                                                                                        Suggested indicators
  -------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  COVID epidemic-related factors                                                               High burden of COVID-19 casesRapid progression of the epidemicVulnerability to COVID-19 mortality among adults with multiple comorbiditiesPresence of good health infrastructurePresence of civil society groups that can support response                                  Total number of cases of COVID-19Total number of COVID-19 deathsDoubling time of cases and deathsProportion of population over 60 yearsProportion of population with hypertension, diabetes, obesity, malnutrition
  Health systems capacity to deal with the COVID epidemic and related health needs             Preparedness for COVID-related public health responseProviding care to those who are COVID-19 positive                                                                                                                                                                      Tests conducted per million populationAverage number of contacts traced per lab proven case of COVID-19Number of beds with provision of oxygenNumber of beds with ventilatorsNumber of doctors, nurses and technicians trained for intensive care (per thousand)Number of healthcare workers provided PPENumber of healthcare workers infected with COVID
  Protecting the right to essential health services for non-COVID-related medical conditions   Disruption in routine public health functionsInterrupted access to routine medical services, especially to individuals from a known containment zoneInterrupted treatment of chronic medical conditionsInterruption of treatment of semiemergent conditions like dialysis   Standard performance indicators of selected servicesNumber of patients on ATTNumber of individuals on chronic NCD medicationsNumber of individuals requiring semiemergent treatments like dialysis, chemotherapyNumber of institutional deliveries expectedAnticipated medical and surgical emergencies
  Social determinants of health                                                                Inability to adhere to public health advice regarding control measures due to overcrowding and cramped living spaces, common toiletsExtremely vulnerable to economic effects of lockdowns due to precarious work                                                            Average number of people in a single householdSq feet living space per personNumber with access to water and soapUnemployment ratePercentage coverage with food and social security schemesNumber of homeless personsProportion of BPL households provided economic support and foodProportion of ICDS and school enrolled children provided dry rations or food at homeProportion of migrants housed in camps and receiving food and healthcare
  Overarching equity considerations                                                            Mapping of population groups with special vulnerabilities and special needs                                                                                                                                                                                                 \% coverage of persons with disability\*% coverage of homeless population\*% coverage of persons in institutions\*

\*With respect to all dimensions listed above.

ATT, Anti-Tuberculosis Treatment; BPL, Below Poverty Line; ICDS, Integrated Child Development Scheme; NCD, Non-Communicable Diseases; PPE, personal protective equipment.

Such an analysis facilitates nuanced responses. In this situation, there may be justification for restricting entry into or out of the community. However, deaths could be minimised by identifying and enabling individuals with known comorbidities to practise physical distancing through proximal-to-community institutional quarantining. This can be combined with a protocol for early hospitalisation of those with comorbidities with dedicated ambulance facilities. Essential health services could be continued by identifying hospitals (both private and public) that will provide non-COVID-related emergency and semi-emergency care without charges. Urban health posts need to be set up to continue routine immunisation and antenatal care with adequate physical distancing. Arrangement of community kitchens and dry rations distribution, and adequate supply of water and public handwashing stations should be core parts of any plan. Applying an equity lens, civil society organisations and community volunteers could help identify vulnerable groups, households and individuals, and provide special attention and tailor-made responses. Setting up of special helplines for the vulnerable is another feasible option.

The framework could be similarly applied to other situations with a nuanced analysis leading to contextualised responses.

Conclusions {#s3}
===========

The term 'lockdown' has gatecrashed into our vocabulary and imaginations, and its all-encompassing militaristic scope seems to crowd out a diversity of contexts, locations and vulnerabilities. Its stringent implementation by local administrations through 'curfews' and 'sealings' has converted a lockdown that was initially premised on a public health logic into one with a significant law-and-order component.

In the last few weeks, a number of voices have cautioned against a one-size-fits-all lockdown, calling instead for the recognition of contextual diversity while designing response strategies.[@R26] The WHO supports the argument for approaches that go beyond disease-centric thinking and acknowledges socioeconomic 'benefit' as one of the factors that need to be taken into account, calling for an acknowledgement of a trade-off between public health measures and the basic needs of the people. It also clearly mentions that movement restriction measures are blunt tools 'with considerable social and economic costs' that 'should be implemented with the understanding, consent and participation of communities, and based on the principle of doing no harm'.[@R1] In India, Kerala's Abraham Committee report on post-lockdown planning cautions that the 'cure could be more expensive than the disease' and calls for a graded approach to tackling the epidemic.[@R27] Increasingly, there is recognition in Africa that lockdowns may not be the solution in contexts of poverty and inequity, arguing instead for the development of community-based strategies that learn from the HIV responses that were led by social movements.[@R28] However, the above examples persist with the false dichotomy by juxtaposing economic activity *against* epidemiological risk, rather than acknowledging *socioeconomically determined risk alongside epidemiological risk*.

We present a comprehensive framework and an indicative operationalisation that highlight how to plan a response, taking into account human rights, health systems and the SDH. This also provides communities greater agency than a one-size-fits-all 'lockdown'. We hope that this framework will spark discussion and contribute to a more humane and better public health response to the pandemic.
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